Despite successful efforts to increase financial and geographic access to family planning services (FP) in many parts of the developing world, large numbers of women with a desire to delay or limit future pregnancies are not using contraceptives. It is long hypothesized that the poor quality of FP service delivery in many resource-constrained settings may act as a barrier to greater contraceptive use. Starting in the 1980s, donors and technical assistance (TA) organizations devoted increasing resources to strengthening clinical quality and client counseling in particular, with efforts peaking over the next two decades. This period produced a proliferation of quality assurance, improvement, and performance improvement tools and research on quality of care's impact on FP client behaviors and health outcomes.
DISCUSSION
Broad support for the promotion of high quality service delivery in FP programs is rooted in 1990's publication of a formal framework outlining the essential elements of quality care in FP service delivery. This framework, developed by Judith Bruce, defines FP service delivery quality through six critical elements: choice of methods, information provided to clients, interpersonal relations, provider competence, follow up mechanisms, and appropriate range of services offered. Since its introduction in 1990, the Bruce framework has become the recognized standard for defining quality in the field of international FP. Global adoption of the framework was only a first step, however. Determining how to implement and assess the quality of services in the field posed a whole new set of challenges. The need for systematic, reliable, and relatively fast measures of quality led to the development of facility data collection instruments and indicators in many large demographic surveys in countries all around the world including Population Council's Situation Analysis, MEASURE Evaluation's Quick Investigation of Quality, DHS's Service Provision Assessment, WHO's Service Availability and Readiness Assessment, facility tools These facility surveys employ four basic data collection instruments to assess the quality of FP services: a facility audit, observation guide, and questionnaires for FP service providers and exiting clients. These tools can be used in any combination, and one or more can be omitted to reduce the financial, logistical, or time burdens of facility data collection.
Several methodological concerns exist when using standard data collection instruments, including courtesy bias, recall bias, validity of provider interviews, and social desirability bias. Another possibility is the Hawthorne effect, when providers know they are being observed and are likely to act differently than when alone with a client. There are a few possible solutions for avoiding Hawthorne bias while still observing client and provider interactions including audio-or video recording interactions for subsequent review. Another, more common, approach is the mystery or "simulated" client method whereby a woman pretending to be an actual new FP client presents at a health facility for a FP counseling session, with the provider unaware the 'client' has a research agenda. Often providers are informed that they would be visited by a "simulated client" over the next few months while unaware who this person might be or exactly when she may appear.
Many small studies select elements of quality based upon the feasibility of available secondary or primary data. As a result of inconsistently applied measures of quality, comparisons across geographic regions or time periods among these smaller studies is difficult. A few larger and more comprehensive studies of quality have combined specific indicators or aspects into an overall index, including how quality of care indices were calculated. 
CONCLUSION
Studies investigating the quality of FP services represent a great diversity in how quality is defined and which elements of quality are considered most important. There is no agreed set of indicators for quality of care, and inconsistent definitions pose a challenge for summarizing the results of studies investigating quality of care in FP programs. Frequent use of quality indices may facilitate analysis but creates challenges for translating research results into policies and programs for quality improvement. Despite widespread endorsement of the Bruce framework and development of standardized data collection instruments, obstacles to accurate measures of quality of care remain. Furthermore, few countries collect facility data, and even fewer observe clients' interactions with their health care providers to verify data from exit and provider interviews. The simulated client method could provide additional helpful information but is not frequently used, nor has a standardized tool been developed. Further discussion within the research community must ensure appropriate, feasible, and efficient strategies for measuring quality, to reduce quality-related barriers to optimal FP use.
